Background: The aim of this study was to assess the relationship between admission serum potassium and one-year mortality in all adult hospitalized patients. Methods: All adult hospitalized patients who had an admission serum potassium level between the years 2011 and 2013 at a tertiary referral hospital were enrolled. End-stage kidney disease patients were excluded. Admission serum potassium was categorized into levels of ≤2.9, 3.0-3.4, 3.5-3.9, 4.0-4.4, 4.5-4.9, 5.0-5.4, and ≥5.5 mEq/L. Cox proportional hazard analysis was performed to assess the independent association between admission serum potassium and one-year mortality after hospital admission, using an admission potassium level of 4.0-4.4 mEq/L as the reference group. Results: A total of 73,983 patients with mean admission potassium of 4.2 ± 0.5 mEq/L were studied. Of these, 12.6% died within a year after hospital admission, with the lowest one-year mortality associated with an admission serum potassium of 4.0-4.4 mEq/L. After adjustment for age, sex, race, estimated glomerular filtration rate (eGFR), principal diagnosis, comorbidities, medications, acute kidney injury, mechanical ventilation, and other electrolytes at hospital admission, both a low admission serum potassium ≤3.9 mEq/L and elevated admission potassium ≥5.0 mEq/L were significantly associated with an increased risk of one-year mortality, when compared with an admission serum potassium of 4.0-4.4 mEq/L. Subgroup analysis of chronic kidney disease and cardiovascular disease patients showed similar results. Conclusion: This study demonstrated that hypokalemia ≤3.9 mEq/L and hyperkalemia ≥5.0 mEq/L at the time of hospital admission were associated with higher one-year mortality.
Introduction
Abnormalities in potassium balance are common medical problems encountered among hospitalized patients [1] [2] [3] . The prevalence of serum potassium abnormalities (hypo-and hyperkalemia) in hospitalized patients is reported to be as high as 48% [4] [5] [6] . Studies have demonstrated significant impacts of both hypokalemia and hyperkalemia on major adverse cardiac events (MACEs) and increased overall mortality in hypertensive, dialysis, and congestive heart failure (CHF) patients [1, 7] .
Hypokalemia is known to increase the risk of supraventricular and ventricular arrhythmias, especially when serum potassium is <3.5 mEq/L [7] [8] [9] [10] . A large cohort of 2.6 million patients found that hypokalemia was significantly associated with a 2-fold increased risk of in-hospital mortality among patients with a diagnosis of CHF, regardless of causes of hypokalemia [11] . In addition, among patients with chronic kidney disease (CKD), hypokalemia is associated with higher all-cause mortality [2, 12] . While hyperkalemia is uncommon (<5%) in the general population [13] , it may affect up to 10% of all hospitalized patients, especially in those with CKD, diabetes mellitus (DM), cardiovascular disease (CVD), or those taking renin-angiotensin-aldosterone system (RAAS) inhibitors [2, 6, [13] [14] [15] . Studies have consistently demonstrated increased in-hospital mortality among patients with hyperkalemia, especially in those with CKD and CVD diagnoses [6, 16, 17] .
Recently, we conducted a large retrospective cohort study, evaluating the association between admission serum potassium and in-hospital mortality [6] among all hospitalized patients. We demonstrated that an admission serum potassium <4.0 mEq/L and >5.0 mEq/L were associated with higher in-hospital mortality [6] . However, data on the impact of admission potassium levels on long-term survival beyond hospital stay remains unclear. Thus, we conducted this study to evaluate the impact of admission serum potassium levels on one-year mortality in hospitalized patients.
Methods

Patient Population
All adult patients admitted to Mayo Clinic Rochester, Minnesota, USA, from 1 January 2011 to 31 December 2013, were included. Patients who had no serum potassium measurement within 24 h of hospital admission or patients who were on chronic dialysis prior to admission were excluded. Figure 1 demonstrates the flow chart of the study. Only the first hospital admission was included for patients with recurring hospital admissions during the study period. This study was reviewed and approved by the Mayo Clinic institutional review board (IRB number: 15-000024; Approval Date: 2 April 2015). The informed consent was waived due to the minimal risk nature of the study, but all included patients provided research authorization for their patient data use. Clinical characteristics, demographic information, and laboratory data were collected from the institutional electronic medical record system. The admission serum potassium level was defined as the first serum potassium level within 24 h of hospital admission. Serum potassium was measured using the ion-selective electrode (indirect potentiometry) method. Estimated glomerular filtration rate (eGFR) was calculated based on age, sex, race, and admission serum creatinine, using the chronic kidney disease epidemiology collaboration equation [18] . Chronic kidney disease was defined as eGFR of less than 60 mL/min/1.73 m 2 . The Charlson comorbidity score [19] was computed to assess for co-morbidity burden at the time of admission. Principal diagnoses were grouped based on ICD-9 codes at admission. The primary outcome was one-year mortality after hospital admission. A patient's vital status was obtained from our institutional registry and the social security death index database.
Statistical Analysis
Continuous variables were summarized as mean ± standard deviation (SD), and categorical variables as a number with percentage, respectively. The difference in baseline demographics and clinical characteristics were assessed between the admission potassium groups using ANOVA for continuous variables and the Chi-square test for categorical variables. Admission serum potassium was categorized into 7 groups in order to assess for the non-linear association: ≤2.9, 3.0-3.4, 3.5-3.9, 4.0-4.4, 4.5-4.9, 5.0-5.4, and ≥5.5 mEq/L. Admission potassium of 4.0-4.5 mEq/L was selected as the reference group for outcome comparison because this range was within the referenced normal range and associated with the nadir for one-year mortality. Patient survival was measured from the initial hospital admission to death or the last inpatient/outpatient follow-up visit. One-year mortality risk was estimated using the Kaplan-Meier plot, and it was compared between admission serum potassium groups using the log-rank test. Multivariable cox proportional hazard analysis was constructed to assess the independent risk of one-year mortality based on admission serum potassium with adjustment for priori-defined covariates. Hazard ratio (HR) with 95% confidence interval (CI) was reported and adjusted for age, sex, race, eGFR, principal diagnosis, Charlson comorbidity score, comorbidities, medications, acute kidney injury, mechanical ventilation, and other electrolytes at hospital admission. Subgroup analysis of hospitalized patients with an admission principal diagnosis of CKD and cardiovascular disease was performed. A two-tailed p-value of less than 0.05 was considered statistically significant. All analyses were performed using JMP statistical software (version 10, SAS Institute, Cary, NC, USA, 2012).
Results
Baseline Characteristics
A total of 73,983 hospitalized patients were included in this study. The mean age was 61 ± 18 years, and 53% were male. The mean eGFR was 80 ± 26 mL/min/1.73 m 2 . A total of 15,716 (21%) patients were primarily admitted for cardiovascular disease. The mean admission serum potassium was 4.2 ± 0.5 mEq/L. An admission serum potassium of ≤2.9, 3.0-3.4, 3.5-3.9, 4.0-4.4, 4.5-4.9, 5.0-5.4, and ≥5.5 mEq/L was seen in 0.9%, 5%, 23%, 40%, 22%, 6%, and 2% of patients, respectively. Table 1 shows the clinical characteristics based on the admission serum potassium. Continuous data are presented as mean ± SD; categorical data are presented as count (%); ACEI/ARB, angiotensin-converting enzyme inhibitor/angiotensin receptor blocker; CAD, coronary artery disease; CHF, congestive heart failure; COPD, chronic obstructive pulmonary disease; DM, diabetes mellitus; eGFR, estimated glomerular filtration rate; PVD, peripheral vascular disease.
Admission Serum Potassium and One-Year Mortality
Of 73,983 patients, 12.6% died within one year after hospital admission. Kaplan-Meier plot estimated one-year mortality at 22.6% in admission serum potassium group of ≤2.9, 16.4% in 3.0-3.4, 12.1% in 3.5-3.9, 10.6% in 4.0-4.4, 12.4% in 4.5-4.9, 18.6% in 5.0-5.4, and 25.8% in ≥5.5 mEq/L ( Figure 2 ).
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Discussion
Regardless of the principal diagnosis, both hypo-and hyperkalemia were associated with an increased one-year mortality rate when compared to the normokalemia group. We demonstrated that a serum potassium level <4.0 mEq/L or >5.0 mEq/L was associated with an increased risk of death within one year of hospitalization. This mortality risk increased in accordance with the severity of hypo-and hyperkalemia.
The risk was highest in patients with serum potassium level ≤2.9 mEq/L and ≥5.5 mEq/L (HR 1.67 and 1.62, respectively). Our findings were consistent with those previously described by Collins et al. [2] . In their study, they reviewed 911,698 patients mainly in the outpatient setting and discovered a continuous U-shaped relationship between dyskalemia and all-cause mortality in the entire population, as well as in the cohorts with CHF, CKD, and diabetes. The median follow-up time was 18 months. In line with our research, we suggested that the optimal potassium level among hospitalized patients should be kept between 4.0-5.0 mEq/L to prevent cardiovascular adverse outcomes.
Our study also suggested that hypokalemia might be associated with a greater risk of death when compared to hyperkalemia in patients with a principal admission diagnosis of cardiovascular disease or GFR <60 mL/min/1.73 m 2 . From our multivariate analysis of these subgroups of patients, the trend for increased mortality was observed when serum potassium level was <4.0 mEq/L and when serum potassium level was ≥5.5 mEq/L (not ≥5.0 mEq/L like primary analysis). However, this finding might be underpowered as hyperkalemia is rare in the general population, making available sample size for subgroup analysis low. Nonetheless, our result suggested that hypokalemia in CKD and cardiovascular patients was alarming and warranted medical attention.
The mechanism by which dyskalemia is associated with increased mortality can be hypothesized due to the effect of potassium ions on cardiac myocytes. Hypokalemia promotes triggered arrhythmias by reducing cardiac repolarization reserve and increasing intracellular Ca 2+ in cardiac myocytes [20] . This effect paradoxically increases the excitability of cardiac myocytes, predisposing to ventricular arrhythmias. Other mechanisms have been proposed in animal or in vitro models [21] . In contrast, systemic hyperkalemia enhances repolarization reserve by increasing K + channel conductance, inducing post-repolarization refractoriness as manifested by tall peaked T-waves. Widening of the QRS complex in hyperkalemia is caused by the induced depolarization of the resting membrane potential [20] . This pathophysiology and its impact can be seen in clinical practice. For instance, hyperkalemia following coronary occlusion results in more arrhythmogenicity and fatal outcomes. Following coronary occlusion, interstitial K + concentration rises rapidly in the central ischemic zone, resulting in depolarization of injury currents. This current can re-excite non-ischemic tissue to induce re-entry [20, 22] . To date, there is strong evidence to support the predisposing dyskalemic effects on fatal cardiac arrhythmias and sudden death.
There were some limitations to our current study. Firstly, this was a single-centered retrospective cohort, and the majority of our included patients were Caucasian. Generalization of these findings should be applied with caution. Secondly, a patient's vital status was obtained from our institutional registry and social security death index database. Thus, data on cause of death at one-year were limited. Future studies are required to identify the cause of death and to identify the preventive measure and follow-up plans after hospitalization to improve one-year survival among those with admission hypoand hyperkalemia. In addition, the association between admission serum potassium and other clinical outcomes, especially cardiovascular outcomes, should be investigated in future studies.
In conclusion, we demonstrated that serum potassium <4.0 mEq/L or serum potassium >5.0 mEq/L were associated with increased risk of death within 1 year of hospital admission regardless of CKD and CVD.
